










provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

Financial Accountability. The state assures financial accountability for funds expended for home and community-based 
services and maintains and makes available to the Department of Health and Human Services (including the Office of the 
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of 
services provided under the waiver. Methods of financial accountability are specified in Appendix I.

B. 

Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least 
annually) of the need for a level of care specified for this waiver, when there is a reasonable indication that an individual 
might need such services in the near future (one month or less) but for the receipt of home and community-based services 
under this waiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

C. 

Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care 
specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if 
applicable) is:

Informed of any feasible alternatives under the waiver; and,1. 

Given the choice of either institutional or home and community-based waiver services. Appendix B specifies the 
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver 
and given the choice of institutional or home and community-based waiver services.

2. 

D. 

Average Per Capita Expenditures: The state assures that, for any year that the waiver is in effect, the average per capita 
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been 
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

E. 

Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver 
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver 
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the 
waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for this waiver.

F. 

Institutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would 
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

G. 

Reporting: The state assures that annually it will provide CMS with information concerning the impact of the waiver on 
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver 
participants. This information will be consistent with a data collection plan designed by CMS.

H. 

Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a 
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the 
individual through a local educational agency under the Individuals with Disabilities Education Act (IDEA) or the 
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

I. 

Services for Individuals with Chronic Mental Illness. The state assures that federal financial participation (FFP) will 
not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization, 
psychosocial rehabilitation services, and clinic services provided as home and community-based services to individuals 
with chronic mental illnesses if these individuals, in the absence of a waiver, would be placed in an IMD and are: (1) age 
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR §440.140; or 
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

J. 

6. Additional Requirements

Note: Item 6-I must be completed.

Service Plan. In accordance with 42 CFR §441.301(b)(1)(i), a participant-centered service plan (of care) is developed for 
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the 
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected 
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source, 
including state plan services) and informal supports that complement waiver services in meeting the needs of the 

A. 
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participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not 
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in 
the service plan.

Inpatients. In accordance with 42 CFR §441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICF/IID.

B. 

Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room and board except 
when: (a) provided as part of respite services in a facility approved by the state that is not a private residence or (b) 
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the 
same household as the participant, as provided in Appendix I.

C. 

Access to Services. The state does not limit or restrict participant access to waiver services except as provided in 
Appendix C.

D. 

Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified 
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number 
of providers under the provisions of §1915(b) or another provision of the Act.

E. 

FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-party 
(e.g., another third party health insurer or other federal or state program) is legally liable and responsible for the provision 
and payment of the service. FFP also may not be claimed for services that are available without charge, or as free care to 
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes a fee 
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally 
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that 
annual period.

F. 

Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to individuals: 
(a) who are not given the choice of home and community-based waiver services as an alternative to institutional level of 
care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c) 
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide 
individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

G. 

Quality Improvement. The state operates a formal, comprehensive system to ensure that the waiver meets the assurances 
and other requirements contained in this application. Through an ongoing process of discovery, remediation and 
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b) 
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (e) financial oversight 
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery 
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem. 
During the period that the waiver is in effect, the state will implement the Quality Improvement Strategy specified in 
Appendix H.

H. 

Public Input. Describe how the state secures public input into the development of the waiver:
 

I. 
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For this waiver renewal, the Department of Social Services (DSS), MO HealthNet Division (MHD), and the Department 
of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS), invited the public to comment 
on the Independent Living Waiver (ILW) renewal application. 
 
The public notice, along with a complete copy of the waiver renewal application, was published on the DSS website on 
October XX, 2023, located at the following link: https://dss.mo.gov/mhd/alerts~public-notices.htm. The public notice 
was also published in the five (5) newspapers within Missouri for cities with the greatest populations on October XX, 
2023. 
 
Complete copies of the renewal application were also available by request from the DHSS/DSDS Central Office by 
phone, in person, or by mail. Contact information for the DHSS/DSDS Central Office was provided in the public notice. 
 
The public was informed via public notice that comments would be accepted by MHD directly via mail or email, and 
contact information for MHD was provided in the public notice. The public notice included the mailing address, email 
and contact information used to receive comments from the public, and provided the following contact information: MO 
HealthNet Division, P.O. Box 6500, Jefferson City, MO 65102-6500, Attn: MO HealthNet Director, Email: 
AskMHD@dss.mo.gov. Per the notice, complete copies of the renewal application were also available on the MHD alerts 
and public notice webpage at https://dss.mo.gov/mhd/alerts~public-notices.htm, or by request from the DHSS/DSDS 
Central Office; by phone at (573) 526-8557, in person at 912 Wildwood Drive, Jefferson City, MO 65102; or by mail at 
P.O. Box 570, Jefferson City, MO 65102-0570. 
 
On October XX, 2023, the State notified in writing the federally-recognized Tribal Government known as the Urban 
Indian Organization of the State's intent to submit a waiver renewal application. No comments were received in response. 
 
A 30-day public comment period was provided from October XX, 2023, through end of business day November XX, 
2023. No public comments were received in response.  

Notice to Tribal Governments. The state assures that it has notified in writing all federally-recognized Tribal 
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a 
Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is provided by 
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the 
Medicaid Agency.

J. 

Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited 
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121) 
and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title 
VI Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons" (68 FR 47311 - 
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English 
Proficient persons.

K. 

7. Contact Person(s)

The Medicaid agency representative with whom CMS should communicate regarding the waiver is:A. 

Last Name:

Kremer

First Name:

Glenda

Title:

Assistant Deputy Director

Agency:

Missouri Department of Social Services, MO HealthNet Division

Address:

615 Howerton Court
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Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the 
contribution of a participant with a community spouse toward the cost of home and community-based care if it determines 
the individual's eligibility under §1924 of the Act. There is deducted from the participant's monthly income a personal 
needs allowance (as specified below), a community spouse's allowance and a family allowance as specified in the state 
Medicaid Plan. The state must also protect amounts for incurred expenses for medical or remedial care (as specified 
below).

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible.

d. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

Regular Post-Eligibility Treatment of Income: SSI State or §1634 State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible.

e. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible.

f. 

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018.

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the 
contribution of a participant with a community spouse toward the cost of home and community-based care. There is 
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's 
allowance and a family allowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred 
expenses for medical or remedial care (as specified below).

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible.

g. 

Appendix B: Participant Access and Eligibility
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Division of Senior and Disability Services (DSDS) staff, at a minimum, meet the following experience and educational 
requirements. 
One or more years of experience as an Associate Social Services Specialist (SSS I), formerly Adult Protective and 
Community Worker (APCW), or Bachelor’s degree. (Substitutions may be allowed.) 
Position definitions of those performing the initial evaluations are as followed: 
 Associate Social Services Specialist (SSS I) (formerly APCW I):  This is entry-level professional social service work in 
the Department of Health and Senior Services (DHSS) providing protective services and/or coordinating in-home 
services on behalf of senior and/or adults with disabilities. 
Associate Social Services Specialist (SSS I) (formerly CSW I):  This is entry-level professional social service work in the 
Children's Division of the Department of Social Services providing protective services on behalf of children and families 
in instances of abuse, neglect, or exploitation. 
 
Allowable substitutions: OR a bachelor’s degree from an accredited college or university; OR A Registered Nurse (RN) 
who is licensed and in good standing in Missouri; OR A Licensed Practical Nurse who is licensed and in good standing in 
Missouri with 1 or more years of experience working as an LPN. One or more years of experience as Social Services 
Specialist; OR Multilingual; Four or more years of experience with the Division of Senior and Disability Services or an 
Area Agency on Aging.  

Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate whether an 
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify 
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteria and 
the level of care instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency 
(if applicable), including the instrument/tool utilized.

 

d. 
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In order to be eligible for entry to the Independent Living Waiver, individuals must meet nursing facility level of care 
(LOC) as specified in the Code of State Regulation (CSR) at 19 CSR 30-81.030. Points are assessed and assigned based 
on the amount and degree of assistance needed by the individual. 
 
For October 31, 2021 through state spending of section 9817 ARP funding, a dual LOC criteria approach will be used. 
This approach will use the current LOC criteria as well as the transformed criteria.  Upon expenditure, the current criteria 
will be retired and only the transformed will remain in effect. 
 
The current LOC categories are: (1) Monitoring: the amount of medical oversight needed to remain independent. (2) 
Medications: the ability to administer medicine and complexity of the drug regime. (3) Treatments: physician ordered 
medical procedure(s) intended to treat a specific medical condition. (4) Restorative: teaching and/or training activities 
designed to maintain or restore a person to a higher level of functioning. (5) Rehabilitative: physician ordered 
rehabilitation therapy (speech, occupational, physical) - points are based on frequency of services. (6) Personal Care: 
bowel or bladder problems or the ability to bathe, shampoo, etc. (7) Dietary: the degree of specialized diet or the ability to 
prepare and eat meals. (8) Mobility: the ability to move from place to place. (9) Behavior: any problems associated with 
orientation, memory recall, and judgment. Scoring Methodology: any combination of points which meets the LOC 
specified in Code of State Regulation 19 CSR 30-81.030 qualifies an individual to receive Independent Living Waiver 
services. Based on the criteria established in each category, points are assigned in each of the nine categories in three 
point increments: 0 points: assigned if the individual requires no assistance, is independent, does not have the 
treatment/therapy/problem, etc. 3 points: assigned if problems are identified: personal oversight or management is 
required; minimum numbers of treatments/therapies/medications are ordered. 6 points: assigned if problems are 
moderate; daily or regular assistance is required; moderate frequency of treatments/therapies ordered by a physician. 9 
points: assigned when physical or medical problems require maximum assistance or complexity of the drug regime. 
Waiver applicants will be directly contacted to schedule the initial assessment. The initial assessment is completed and 
entered into the InterRAI HC in the HCBS Web Tool within 15 business days of contact. The InterRAI HC utilizes 
behind the scenes decision tree algorithms based on the nine categories outlined in this paragraph. Reevaluations of LOC 
will utilize the InterRAI HC with the same algorithms determining continued LOC eligibility utilizing the same nine 
categories outlined in this paragraph. 
 
The transformed categories are: (1) Behavioral: repeated behavioral challenges that affect their ability to function in the 
community. (2) Cognition: performance in remembering, making decisions, organizing daily self-care activities, as well 
as understanding others and making self-understood. (3) Mobility: the ability to move from one place or position to 
another. (4) Eating: the ability to eat and drink, including the use of special nutritional requirements or a specialized 
mode of nutrition. (5) Toileting: ability to complete all tasks related to toileting including the actual use of the toilet room 
(or commode, bedpan, urinal), transferring to on/off the toilet, cleansing self, adjusting clothes, managing catheters, and 
managing incontinence episodes. (6) Bathing: full body shower or bath. (7) Dressing and Grooming: the ability to dress, 
undress, and complete daily grooming tasks. Dressing may also include specialized devices such as prosthetics, orthotics 
etc. (8) Rehabilitation: physician ordered rehabilitation therapy (speech, occupational, physical), points are based on 
frequency of services. (9) Treatments: physician ordered medical care or management that requires additional hands on 
assistance. (10) Medication Management: the ability to safely manage their medication regimen. (11) Meal Preparation: 
the ability to prepare a meal based on the capacity to complete the task. (12) Safety: identification of a safety risk 
associated with a visual impairment, unsteady gait, past institutionalization, past hospitalization, and age. Scoring 
Methodology: any combination of points which meets the LOC specified in 19 CSR 30-81.030 qualifies an individual to 
meet LOC. Based on the criteria established in each category, points are assigned in each of the twelve categories in three 
point increments: 0 points: No conditions reported or observed, no assistance needed only set up or supervision need, no 
therapies or treatments ordered, no difficulty in vision, falls or recent problems with balance. 3 points: Mental conditions 
exhibited in the past, requires supervision in decision making, occasional limited or moderate assistance needed, has been 
institutionalized, therapies ordered less than daily, severe difficulty with vision, fallen and has current problems with 
balance. 6 points: Mental or behavior conditions and symptoms currently exhibited, requires monitoring by a physician or 
licensed mental health professional, moderate to maximum assistance needed, therapies ordered daily, treatments needed, 
no vision, balance issues and fallen in last 90 days. 9 points: Mental conditions and symptoms currently exhibited, 
requires monitoring by a physician or licensed mental health professional, displays poor decision making and requires 
total supervision, total dependence on others or maximum assistance needed, therapies ordered more than once per day. 
Additionally, four automatic qualifiers are included in the eligibility criteria: (1) no discernable consciousness, unable to 
make any decisions (2) total dependence to eat (3) bed-bound (4) age 75 or older with a safety score of six. These four 
pieces of the criteria termed as "triggers" are a "common sense" approach for individuals that should automatically meet 
LOC due to their full dependence on others. Waiver applicants will be directly contacted to schedule the initial 
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B-8: Access to Services by Limited English Proficiency Persons

Access to Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access 
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance 
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting 
Limited English Proficient Persons" (68 FR 47311 - August 8, 2003):
 

Interpreter services are available at no cost to the individual.  Forms and information will be made available in alternate 
languages as needed and appropriate, interpretive language services will be provided for effective communication between 
DSDS staff and persons with Limited English Proficiency to facilitate participation in, and meaningful access to services. 
 
Applicants for, or recipients of, services from the Department of Health and Senior Services (DHSS) or services funded through 
DHSS, are treated equitably regardless of age, ancestry, color, disability, national origin, race, religion, sex, sexual orientation, or 
veteran status.  Appropriate interpretive services will be provided as required for the visually or hearing impaired and for persons 
with language barriers.  Anyone who requires an auxiliary aid or service for effective communication, or a modification of 
policies or procedures to participate in a program, service, or activity of DHSS should notify DHSS as soon as possible, but no 
later than 48 hours before the scheduled event.  

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case 
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service

Statutory Service Case Management

Extended State Plan Service Personal Care

Supports for Participant Direction Financial Management Services

Other Service Environmental Accessibility Adaptations

Other Service Specialized Medical Equipment and Supplies

a. 

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service
Service:
Case Management
Alternate Service Title (if any):
 

 

 

HCBS Taxonomy:

Category 1:

01 Case Management

Sub-Category 1:

01010 case management
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Service Type: Statutory Service
Service Name: Case Management

Provider Category:
Agency
Provider Type:
 

Center for Independent Living, Personal Care Agencies, Financial Management Providers, Area Agencies on 
Aging  

Provider Qualifications
License (specify):
 

This section does not apply.  

Certificate (specify):
 

This section does not apply.  

Other Standard (specify):
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Regardless of the provider type, all case management providers must meet the same qualifications, and 
must comply with the requirements, philosophy and services as specified in Sections 208.900 through 
208.930, RSMo and Code of State Regulation (CSR) 19 CSR 15-8. 
 
In order to qualify for a written Participation Agreement (contract) with the Department of Social 
Services (DSS), Missouri Medicaid Audit and Compliance Unit (MMAC) the provider shall 
demonstrate, via the process described in the Entity Responsible For Verification section, that the 
provider meets the following requirements: 
 
(1) Have a philosophy that promotes the consumer's ability to live independently in the most integrated 
setting or the maximum community inclusion of persons with physical disabilities.  This philosophy 
includes the following independent living services: advocacy, independent living skills training, peer 
counseling, and information and referral services. 
 
(2) Programs and procedures are in place for training and orientation of consumers concerning their 
responsibilities of being an employer, including but not limited to: skills needed to recruit, employ, 
instruct/train, supervise and maintain services of personal care attendants and preparation and 
verification of time sheets. 
 
(3) Procedures are established for the maintenance of a list of individuals eligible to be a personal care 
attendant, if a consumer requests assistance in recruitment.  Procedures must ensure each attendant 
employed by a participant or on the eligible list is registered, screened, and employable pursuant to the 
Family Care Safety Registry (FCSR), the Employee Disqualification List (EDL) and applicable state 
laws and regulations. 
 
(4) Procedures are established for educating the participant and the attendant of his or her responsibility 
to comply with all provisions of section 208.900 to 208.930, RSMo, the regulations promulgated there 
under in Code of State Regulation (CSR)19 CSR 15-8, and the participation agreement. 
 
(5) Procedures are established for addressing inquiries and problems received from participants and 
personal care attendants. 
 
(6) Have the capacity and procedures are established to provide fiscal conduit services (Financial 
Management Services), including but not limited to: performing, directly or by contract, payroll and 
fringe benefit accounting functions for consumers, including the transmission of the individual payment 
directly to the personal care attendant on behalf of the consumer and filing claims for MO HealthNet 
reimbursement. 
 
In order to maintain the written contract with the department, a provider shall comply with the 
qualification provisions noted above and shall: 
 
(1) Demonstrate sound fiscal management as evidenced on accurate quarterly financial reports and 
annual audit submitted to the department; and 
 
(2) Demonstrate a positive impact on consumer outcomes regarding the provision of personal care 
assistance services as evidenced on accurate quarterly and annual service reports submitted to the 
department; 
 
(3) Implement a quality assurance and supervision process that ensures program compliance and 
accuracy of records; and 
 
(4) Comply with all provisions of sections 208.900 to 208.927, and the regulations promulgated 
hereunder by Code of State Regulation (CSR)19 CSR 15-8.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Department of Social Services, Missouri Medicaid Audit and Compliance Unit  
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Personal care attendants must meet the following qualifications: 
1. Be at least eighteen (18) years of age; 
2. Be able to meet the physical and mental demands required to perform specific tasks required by a 
particular consumer; 
3. Agree to maintain confidentiality; 
4. Be emotionally mature and dependable; 
5. Be able to handle emergency type situations; and 
6. Not be legally responsible for the participant (i.e., spouse or guardian). 
 
These standards are set forth in Section 208.900 through 208.930, RSMo., and Code of State Regulation 
(CSR)19 CSR 15-8. 
 
The personal care attendant selected by the waiver participant must be screened and employable 
pursuant to the Family Care Safety Registry, Employee Disqualification List and applicable state laws 
and regulations. 
 
The personal care attendant is an employee of the waiver participant but only for the time period 
authorized for reimbursement through the waiver program with federal or state funds and is never the 
employee of the waiver provider, Department of Health and Senior Services (DHSS), or the state of 
Missouri.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

The Financial Management Service provider chosen by the participant must verify the attendant meets 
all provider requirements.  

Frequency of Verification:
 

Prior to employment.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Supports for Participant Direction
The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver 
includes the following supports or other supports for participant direction.
Support for Participant Direction:
Financial Management Services
Alternate Service Title (if any):
 

 

 

HCBS Taxonomy:

Category 1: Sub-Category 1:
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Provider Category Provider Type Title

Agency Financial Management Service provider

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Financial Management Services

Provider Category:
Agency
Provider Type:
 

Financial Management Service provider  

Provider Qualifications
License (specify):
 

Does not apply  

Certificate (specify):
 

Does not apply  

Other Standard (specify):
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Any provider who meets the “Provider Qualifications” specified in the Waiver application, and is 
capable of performing all requirements of the service definition may enroll as a Financial Management 
Services (FMS) provider.  This includes, but is not limited to, Centers for Independent Living, Personal 
Care providers, financial institutions such as banks and credit unions. 
 
Financial Management Service providers must comply with the requirements, philosophy and services 
as specified in Sections 208.900 through 208.930, RSMo and state regulation 19 CSR 15-8. 
 
In order to qualify for a written Participation Agreement (contract) with the Department of Social 
Services, the FMS provider shall demonstrate, via the process described in the Entity Responsible For 
Verification section, that the provider meets the following requirements: 
 
(1) Have a philosophy that promotes the consumer's ability to live independently in the most integrated 
setting or the maximum community inclusion of persons with physical disabilities.  This philosophy 
includes the following independent living services: advocacy, independent living skills training, peer 
counseling, and information and referral services. 
 
(2) Programs and procedures are in place for training and orientation of consumers concerning their 
responsibilities of being an employer, including but not limited to: skills needed to recruit, employ, 
instruct/train, supervise and maintain services of personal care attendants and preparation and 
verification of time sheets. 
 
(3) Procedures are established for the maintenance of a list of individuals eligible to be a personal care 
attendant, if a consumer requests assistance in recruitment.  Procedures must ensure each attendant 
employed by a participant or on the eligible list is registered, screened, and employable pursuant to the 
Family Care Safety Registry (FCSR), the Employee Disqualification List (EDL) and applicable state 
laws and regulations. 
 
(4) Procedures are established for educating the participant and the attendant of his or her responsibility 
to comply with all provisions of section 208.900 to 208.930, RSMo, the regulations promulgated there 
under in state regulation 19 CSR 15-8, and the participation agreement. 
 
(5) Procedures are established for addressing inquiries and problems received from participants and 
personal care attendants. 
 
(6) Have the capacity and procedures are established to provide fiscal conduit services  (financial 
management services), including but not limited to: performing, directly or by contract, payroll and 
fringe benefit accounting functions for consumers, including the transmission of the individual payment 
directly to the personal care attendant on behalf of the consumer and filing claims for MO HealthNet 
reimbursement. 
 
In order to maintain the written contract with the department, a provider shall comply with the 
qualification provisions noted above and shall: 
 
(1) Demonstrate sound fiscal management as evidenced on accurate quarterly financial reports and 
annual audit submitted to the department; and 
 
(2) Demonstrate a positive impact on consumer outcomes regarding the provision of personal care 
assistance services as evidenced on accurate quarterly and annual service reports submitted to the 
department; 
 
(3) Implement a quality assurance and supervision process that ensures program compliance and 
accuracy of records; and 
 
(4) Comply with all provisions of sections 208.900 to 208.927, and the regulations promulgated 
hereunder by state regulation 19 CSR 15-8. 
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Financial Management Service Providers (FMS) providers must also meet the following requirements: 
 
•	 Experience completing accounting and payroll activities including processing EVV records and 
issuing paychecks to employees and making the necessary state, local and federal deductions. 
•	 Develops, implements and maintains an effective payroll system that adheres to all related tax 
obligations, both payment and reporting. 
•	 Agency/organization must apply for and receive approval from the Internal Revenue Service to be an 
employer agent in accordance with Section 3504 of the IRS Code and IRS Revenue Procedure 70-6. 
•	 Has an Internal Revenue Service federal employee identification number dedicated to the financial 
management service? 
•	 Conducts criminal background checks and age verification on personal care attendants. 
•	 Is accessible to assist consumers: has a telephone line with convenient hours, fax and internet access 
and a customer services complaint reporting system. Includes alternative communication formats.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Department of Social Services, Missouri Medicaid Audit and Compliance Unit.  

Frequency of Verification:
 

Annually  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Environmental Accessibility Adaptations  

HCBS Taxonomy:

Category 1:

14 Equipment, Technology, and Modifications

Sub-Category 1:

14020 home and/or vehicle accessibility adaptations

Category 2:

 

Sub-Category 2:

 

Category 3:

 

Sub-Category 3:

 

Category 4: Sub-Category 4:
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C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Environmental Accessibility Adaptations

Provider Category:
Agency
Provider Type:
 

Contractor  

Provider Qualifications
License (specify):
 

This section does not apply.  

Certificate (specify):
 

This section does not apply.  

Other Standard (specify):
 

The Financial Management Services (FMS) provider will assist the participant in obtaining bids for the 
authorized service to ensure the most efficient use of waiver funds.  The FMS provider must ensure that 
all providers of environment accessibility adaptation are qualified and meets all state and local licensure 
and or certifications requirements as applicable.  The contractor must have applicable business license 
and meet applicable building codes.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

The FMS provider.  

Frequency of Verification:
 

Prior to service delivery  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Specialized Medical Equipment and Supplies  

HCBS Taxonomy:
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Qualified individuals who perform the assessment will review the list of available Home and Community Based Services 
(HCBS) (both State Plan and Waiver services) with each potential participant.  The HCBS Web Tool provides all users a 
comprehensive definition of each HCBS care plan which can then be provided to the potential participant and others 
involved in the development of the care plan.  The participant signs the completed Participant Choice Statement to 
indicate their participation in the development of, and agreement with, the care plan.  The signed document also provides 
a phone number of the appropriate DSDS Person Centered Care Plan Unit (PCCP) for the participant to utilize when 
changes in circumstances occur that may affect the care plan.  Discussions are then held with the participant to determine 
if care plan changes are necessary. 
 
The Division of Senior and Disability Services (DSDS) recognizes participants and other individuals are an integral part 
of the service planning process.  The participant is informed by qualified staff as specified in D-1-a, that they may elect to 
include anyone they want to contribute to the discussions and the actual plan.  Prior to initiation of the service plan 
development, services available through the Independent Living Waiver are discussed with the participant and their 
invitees.  Participant rights and responsibilities are discussed with the participant along with the appeal process.  

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan; (b) 
the types of assessments that are conducted to support the service plan development process, including securing 
information about participant needs, preferences and goals, and health status; (c) how the participant is informed of the 
services that are available under the waiver; (d) how the plan development process ensures that the service plan addresses 
participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are coordinated; 
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan; 
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and 
policies cited that affect the service plan development process are available to CMS upon request through the Medicaid 
agency or the operating agency (if applicable):

 

d. 
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a) The care plan is developed at the time of the assessment or reassessment with the participant and anyone they choose 
to be present.  The participant is contacted to schedule an appointment at their convenience, in regard to time and 
location, for the participant.  This process allows the participant to have anyone they choose present during the care 
planning process.  The care plan is updated when the Division of Senior and Disability Services (DSDS) staff are 
contacted by the provider or participant when there is a change in the participant’s circumstances or needs. 
(b) The InterRAI HC is a comprehensive internationally recognized home care assessment that supports service plan 
development including the needs, preferences, goals, risks, and health status of the participant. 
(c) The services available through the Independent Living Waiver are described/explained to the participant and other 
attendees during the assessment and service plan development process.  The actual provider is selected through the 
participant's choice and provider availability. 
(d) During the comprehensive assessment, the goals, needs, (including health care needs),and preferences of the 
participant are identified and addressed in the service plan. The InterRAI HC is a comprehensive assessment tool which 
not only determines the Level of Care (LOC) of the individual, but looks at the participant risks, strengths, and needs 
(including health care needs) as related to community living. 
Although necessary at times, independent contact with other individuals shall not compromise the rights and preferences 
of the participants.  If additional information gathered during the design of a service plan creates a discrepancy with the 
expressed wishes of a participant, additional discussions and documentation shall take place. Additional issues, to include 
health care needs, may be identified that require the participants to be informed of any potential barriers, which will 
prompt additional discussion about how to address these issues.  Appropriate referrals are made to other resources 
necessary to assist the participant in achieving optimal independence.  When the participant receives services from other 
agencies, coordination of services to assure continuity of care without duplication of services may be necessary.  DSDS 
staff and the waiver provider will assist participants in the implementation of services authorized or other areas identified 
within the service plan. 
(e) DSDS staff, the waiver provider staff, and the participant coordinate the implementation of the service plan, including 
non-waiver services. 
(f) DSDS staff, the participant, and the FMS provider are responsible for implementation and compliance with the service 
plan.  The right of self-determination shall necessitate the individual's participation and approval of the service plan. 
(g) Service plans are reviewed by qualified individuals as warranted, at least annually, at a minimum.  

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan 
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs 
and preferences. In addition, describe how the service plan development process addresses backup plans and the 
arrangements that are used for backup.

 

e. 
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During the assessment, evaluation and care planning process risks are assessed such as: identifying support systems or 
lack thereof, and confusion factors.  Once the assessment/evaluation process identifies possible risk factors and needs, a 
determination is made as to whether or not these factors will be alleviated through service planning, or if referrals should 
be made to and coordinated with other community supports.  These needs are noted on the Participant Choice Statement 
in order to document what actions are taken to mitigate any risk problems. DSDS staff is trained to facilitate a 
conversation regarding back-up plan arrangements with every participant.  Back-up plans are developed specific to the 
participant’s needs.  During the assessment process, participants are made aware of the need to have in place back-up 
plans to address contingencies such as emergencies, natural or human-made disasters, failure of the waiver provider staff 
to show up as scheduled, etc.  Types of back-up arrangements that could be utilized are discussed and identified with the 
participant and documented on the assessment tool, which is a companion document to other service planning documents. 
These arrangements could include but are not limited to: awareness of emergency contact number for the waiver 
provider, contact names/phone numbers of individuals that could be reached 24/7, listing of family members or others 
that are willing/ready to act as back-up aides or assist participant in various ways, arrangements with someone to check 
on participants on an at least daily basis, and registration with utility companies to ensure utilities are returned to service 
quickly, if necessary. 
 
Additionally all qualified providers are subject to universal reporting of abuse, neglect, or exploitation.  Missouri statute 
also includes specific language in certain sections that mandate various entities to report abuse, neglect, or exploitation. 
When abuse, neglect, or exploitation indicators are noted during assessment/evaluation process, a report is to be made to 
the DHSS Central Registry Unit as outlined in G-1-b.  Response to the report is further defined in G-1-d.  Strategies to 
mitigate identified risk of abuse, neglect, or exploitation to the participant are discussed with the participant by DSDS 
staff and developed within a protective service plan as outlined in G-1-e.  

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from 
among qualified providers of the waiver services in the service plan.

 

A list of eligible providers is reviewed with the participant during the initial service planning process.  Participants may 
choose the provider they want from this list.  Participants can also access a MO HealthNet Provider Search function on 
the DSS/MHD website (www.dss.mo.gov).  Participant choice is documented on the Participant Choice Statement by the 
participant's signature.  A copy of the statement documenting participant choice is maintained in the HCBS Web Tool. 
 
A list of all qualified providers is available to the participant upon request, at reassessment, or anytime they request a 
provider change.  New providers are added to the provider list on a continuous and ongoing basis.  

f. 

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the 
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):

 

g. 

Application for 1915(c) HCBS Waiver: Draft MO.004.05.00 - Jul 01, 2024 Page 72 of 162

08/25/2023





implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are 
used; and, (c) the frequency with which monitoring is performed.
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(a)  The Division of Senior and Disability Services (DSDS) staff are responsible for monitoring and assuring the 
implementation of the service plan. 
 
(b)/(C)  Services are furnished in accordance with the service plan.  DSDS staff may contact the participant to assure 
services have started.  The waiver provider is required to monitor, at least monthly, the provision of services to ensure 
services are being delivered in accordance with the care plan.  DSDS staff are to be contacted immediately regarding any 
critical issues identified during the monitoring. 
 
Participants have access to Waiver services identified in the care plan by documenting referrals made, acceptance of 
participants by the provider, and documentation to include attempts to secure other services. 
 
At a minimum, annual direct contact is made with the participant.  Information discussed and provided to participants 
annually during the assessment and reassessment process includes contact information for DSDS staff.  Once this is 
discussed with the participants and or their guardian, they acknowledge they understand by signing the form. 
 
 
Back-up plans are effective.  Participants are instructed to contact the provider if a caregiver does not arrive as scheduled, 
if it becomes a continuous problem, DSDS will intervene as necessary.  Contact with the participant ensures care was 
safely and adequately provided as reported by the participant and/or responsible party in the absence of the provider. 
 
Participant health and welfare is assured:  During the assessment process, it is determined whether participant's health and 
welfare can be assured through provision of Waiver services.  The care plan can be adjusted to meet the participant’s 
needs. 
 
Participants exercise free choice of providers.  As a component of Participant Choice Statement – which is secured from 
the participant at least annually, the participant is informed of their right to select any qualified provider.  A list of 
qualified providers is available as needed or requested by the participant and/or responsible party or to explore other 
provider options. 
 
When needs are identified that are not funded by the waiver, appropriate referrals are made.  For example, a referral may 
be made to local agencies that provide funding for various needs such as building a ramp, home repairs, non-medical 
transportation, etc. 
 
Collection and Reporting of monitoring results: 
Annually, DSDS conducts a case record review on a statistically valid sample of waiver participants.  Any deficiencies 
identified during monitoring are reported as findings, and include corrective action plans, and follow-up activities. 
 
No less than annually, MO HealthNet Division (MHD) Program Operations staff and DSDS Central Office staff meet to 
discuss the Quality Improvement Strategy described throughout the waiver. 
 
DSDS Central Office staff and MHD staff review the performance measures and analyze corresponding reports generated 
by both agencies.  DSDS and MHD review the outcome of the reports to ensure they are meeting the assurances specified 
throughout the application and what, if any, action may be necessary for remediation and or system improvement. 
 
Systemic errors and trends are identified by MHD and DSDS based on the reports for each performance measure using 
the number and percent of compliance. 
 
Recommendations for a system change may come from either agency; however, MHD will approve any changes to the 
Quality Improvement Strategy specified in the waiver application.  Any changes in the Quality Improvement Strategy in 
the waiver application are implemented and monitored, as appropriate. 
 
System improvement activities related to participant health, welfare, and safety are the first priority for MHD and DSDS 
staff.  Additional priorities are established based on the number and percent of compliance specified in the waiver reports 
for the Quality Improvement Strategy in the waiver. 
 
Although individual problems are remediated upon discovery, performance measures that are significantly lower than 
100% may need to be addressed as a systemic issue. Implementation of system improvement will be a joint effort 
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Critical incidents include physical abuse, sexual abuse, emotional/psychological abuse, financial exploitation, 
misappropriation of funds/property, falsification, neglect (by self, or by others), restraint, seclusion, restrictive 
interventions, serious injuries that require medical intervention, criminal victimization or activity involving law 
enforcement, death, and medication errors. Missouri statutes include a universal mandated reporting, stating that any 
person having reasonable cause to suspect that an eligible adult is experiencing abuse or neglect and in need of protective 
services shall report such information to the Department of Health and Senior Services (DHSS). This universal mandate 
has no statutory penalties for not reporting and contains no immunity for those who do report. Missouri statutes 
(192.2405, RSMo) also include specific language in certain sections that mandate various entities to report possible abuse 
and/or neglect or cause a report of possible abuse and/or neglect to be made to DHSS. The entities that are mandated to 
report are: adult day care worker; chiropractor; Christian Science practitioner; coroner; dentist; embalmer; employee of 
the Departments of Social Services, Mental Health, or Health and Senior Services; employee of a local area agency on 
aging or an organized area agency on aging program, emergency medical technician; firefighter; first responder; funeral 
director; home health agency or home health agency employee; hospital and clinic personnel engaged in the care or 
treatment of others; in-home services owner, provider, operator, or employee; law enforcement officer; long-term care 
facility administrator or employee; medical examiner; medical resident or intern; mental health professional; minister; 
nurse; nurse practitioner; optometrist; other health practitioner; peace officer; pharmacist; physical therapist; physician; 
physician's assistant; podiatrist; probation or parole officer; psychologist; or social worker. When any of these entities has 
reasonable cause to believe that a participant has been abused, neglected or exploited, they are to IMMEDIATELY after 
being made aware of such critical incidents report or cause a report to be made to the department. These mandated 
reporters who fail to report or cause a report to be made to DHSS within a reasonable time after the act of abuse or 
neglect are guilty of a Class A misdemeanor (198.070 and 192.2475, RSMo). 
The methods of reporting include calling DHSS staff or the Adult Abuse Hotline 800# (this number is promoted on 
DHSS public information, brochure, posters, and website), making a report online at health.mo.gov/abuse, written 
correspondence with DHSS or through the Ask Us function on DHSS' website. All reports are logged in the APS case 
management system, regardless of the method utilized to report, in order to track all reports.  

Participant Training and Education. Describe how training and/or information is provided to participants (and/or 
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including 
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities 
when the participant may have experienced abuse, neglect or exploitation.

 

The Division of Senior and Disability Services (DSDS) and waiver providers provide participants with information 
(verbally and in written format) about reporting policy and procedures for incidents at the time of enrollment, annually, 
and any time the waiver participant perceives that their rights and/or responsibilities have been violated.  DHSS staff, 
DSDS staff, etc., instruct the waiver participant, legally responsible parties, and any informal caregivers about the types 
of critical incidents and all the methods/options for reporting incidents of abuse, neglect, or exploitation to DHSS.  The 
Participant Choice Statement document the participants sign includes the sentence, "I understand I can call the toll-free 
hotline at 1-800-392-0210 to report abuse, neglect, or exploitation."  This document is gone over thoroughly with 
participants at the initial authorization of Home and Community Based Services and at least annually thereafter.  

c. 

Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity (or entities) that receives 
reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and 
the processes and time-frames for responding to critical events or incidents, including conducting investigations.

 

d. 
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The Department of Health and Senior Services (DHSS) is the mandated adult protective services agency in Missouri. 
Statute 192.2415, RSMo defines the investigatory authority of DHSS as limited to eligible adults with a protective 
service need. DHSS/DSDS staff shall investigate and offer protective services to all eligible adults when deemed 
appropriate. This shall include: 1) adults age 60 years or older who are unable to protect their own interests or adequately 
perform or obtain services which are necessary to meet their essential human needs, and 2) adults with disabilities 
between the ages of 18 and 59 who are unable to protect their own interests or adequately perform or obtain services 
which are necessary to meet their essential human needs. Reports may be received that would not fall within the scope of 
DHSS' authority but may be appropriately referred to another agency for assistance. Reports are registered by DSDS 
Adult Protective Services staff into the state’s APS case management system. The following is applicable to waiver 
participants receiving services in their own home: Preliminary classification of reports is based on information received 
from the reporter at the point of intake. Classification is based on the level of harm or risk to the eligible adult, combined 
with the reported need to gather evidence. Class 1 reports contain allegations, which if true, present either an imminent 
danger to the health, safety or welfare of an eligible adult or a substantial probability that death or serious physical harm 
will result. Class I reports involve situations of a crisis or acute nature which are currently occurring and require 
immediate intervention and/or investigation to gather critical evidence. (Reporters are directed to contact the local law 
enforcement agency on reports involving allegations of homicide or suicidal threats). Class II reports contain allegations 
of some form of abuse, neglect, or exploitation of an eligible adult but do not allege or imply a substantial probability of 
immediate harm or danger. Situations described in a Class II report do not require an immediate response. DHSS staff are 
responsible for the investigative process. After receiving a report for investigation, DHSS staff 1) Review the report and 
the prior history of any and all pertinent persons involved in the report. 2) Conduct an investigation including such steps 
involving medical professionals or law enforcement for urgent situations; conducting interviews, (i.e., reporter, eligible 
adult, witnesses and the alleged perpetrator) conduction pertinent assessments, including decisional capacity, based on 
reported information; collecting/gathering records, documents and/or evidence that may need to be obtained to (dis)prove 
the allegations in the report; and involving agencies or entities (if any) that needs to be contacted to co-investigate or 
provide support. 3) Provide any necessary resource referrals and/or required interventions in an attempt to alleviate the 
eligible adult’s level of risk and/or provide the eligible adult with enough support to remain in the lease restrictive 
environment when appropriate and with the eligible adult’s consent. 4) Conclude the investigation using all information 
obtained as well as professional observation and judgement. This will include recording all contacts and activities related 
to the investigation in the case record. It will also include submitting a copy of the investigation and findings to the local 
police, local prosecutor, or DHSS Office of General Counsel when the information gathered substantiates the allegation. 
A copy of the report is also sent to the DHSS Employee Disqualification List staff when a referral to this list warrants 
consideration. 5) Policy requires that investigations are conducted and completed and findings/results entered into the 
APS case management system within a ninety (90) day period. Extensions of the ninety (90) day period are allowed 
based on individual case circumstances. Class I reports are to be forwarded to investigative staff within one hour of 
receipt; Class II reports are to be forwarded within 3 hours of receipt. In response to Class I reports, a face-to- face must 
be made as soon as necessary or possible within the 24 hours following receipt of a report to ensure the safety and well-
being of a eligible adult. The 24-hour period will begin at the time the information is received by DSDS. Investigations of 
Class II reports shall be initiated within a period not to exceed 48 hours after receipt of the report or by close of business 
the first working day after a weekend or holiday. Investigators shall conduct a face-to-face interview as soon as possible 
within a period not to exceed 7 calendar days from the receipt of the report. Face-to-face visits may be waived in certain 
situations when approved by a supervisor including when: 1) The alleged incident was previously investigated within the 
last 6 months and no new information was provided during the initiation process that impacts the eligible adult’s health, 
safety, or welfare. 2) The only allegation is self-neglect and the eligible adult has been assessed face-to-face by the APS 
Specialist within the past six months; and has a history of refusing services with no reported decline in abilities or change 
in circumstances. 3) There are reports of financial exploitation involving scams or reports from financial institutions 
regarding fraudulent charges/transactions and no protective service needed. 4) The eligible adult cannot be located after 
three attempts to complete a face-to-face visit or has moved out of state. 5) The eligible adult or household member has 
suspected infectious illness that would pose a risk to the APS Specialist’s health or safety. 6) The eligible adult has died, 
is inaccessible (example: eligible adult is in hospital on ventilator), or is incarcerated. 7) The eligible adult has been 
moved to a stable, long-term facility and safe placement, and/or the eligible adult has sufficient services in place to 
mitigate risks. 8) The eligible adult refuses to talk with the APS Specialist after attempt(s) to contact have been made. A 
waiver participant for whom an investigation is being conducted is involved in the investigation and the subsequent 
intervention process or plan on an ongoing basis. State statutes specifically, 192.2435, 192.2500, and 192.2505, RSMo 
prohibit DHSS from disclosing the investigative results/reports to anyone other than the participant/legal representative 
upon request, the Attorney General's office to perform that office's constitutional or statutory duties, the Department of 
Mental Health for residents placed through that Department to perform its constitutional or statutory duties, the 
appropriate law enforcement agency to perform its constitutional or statutory duties, or the Department of Social Services 
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